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Y 000| Initial Comments Y 000 W
The findings and conclusions of any investigation
by the Health Division shall not be construed as [ D D
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be

available to any party under applicable federai,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 5/12/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for 91 Residential Facility
for Group beds for elderly and disabled person
and/or persons with mental illness. The census
at the time of the survey was 58. Fifteen resident
files were reviewed and 10 employee files were
reviewed. Two additional resident files were
reviewed for medication issues. One discharged
resident file was reviewed. The facility received a

grade of D. Tm

The following deficiencies were identified:

Y 070/ 449.196(1)(f) Qualifications of Caregiver-8 hours | Y 070 A Care Giviag Traluiag has been 9/?/9?
S8=E| training Scheduled for /13109 & 0673009 to Bring all emrployees

Current. Z 8

Employee 4,45, #6 scheduled see attatchment

NAC 449.196 .

1. A caregiver of a residential B. All personnel records will be audited, Wil use checklists

facili t See attachments, The facility will monitor employee records monthly
acility mus . To ensure records are complete and up 10 date. The Business Office Manager
(f) Receive annually not less than 8 And Administrator wiil monitor for compliance,

hours of training related to providing C. 673009

for the needs of the residents of a
residential facility. |

This Regulation is not met as evidenced by:
Based on record review on 5/12/09, the facility
failed to ensure that 3 of 10 caregivers received
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Y 070| Continued From page 1 Y070
eight hours of annual training (Employee #4, #5
and #86).
Severity: 2 Scope: 2
SYS1=0I? 449.200(1){d) Personnel File - NAC 441A Y 103 YIS A 'Em?y:% i:EEr_T:E I‘EE, "E E’;’%‘E é /‘?
Employee 14 positive pp n report
Employec #7 copy of x-ray obtained %
N AC 449200 See attachments
1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each : B. “The fclty il reiew s employes
member of the staff of a facility and must include: Wi onain et from MD i '
{d) The health certificates required pursuant to B e Symptoms (orm ia place
chapter 441A of NAC for the employee. ) RN & Business Office Manager will moni
C 6/30/0%

This Regulation is not met as evidenced by:
Based on record review on 5/12/09, the facility
failed to ensure that 5 of 10 employees complied
with NAC 441A.375 regarding tuberculosis testing
{(Employee #1, #2, #3, #4 and #7).

Severity: 2 Scope: 3

Y 105 449.200(1)(f) Personnel File - Background Check | Y105 | ' * {nslowees2 redid fuger priessnuo

M ’E‘mploy_u #3 requested copy of record for challenge
Emm h‘v Dept of Public Safety. Waiting on results,
mployee #6 Background cheek State Negative found in file

NAC 449.200
1. Except as otherwise provided in subsection 2, See Atiacbaiens,
a separate personnel file must be kept for each

member of the staff of a facility and must include:

(f) Evidence of compliance with NRS 449.176 to > e ol smger vl o \V
449.185, inclusive. Background requirements are met,
C. 63009
This Regulation is not met as evidenced by:
Based on record review on 5/12/09, the facility ntm

T deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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¥ 070 | Continued From page 1 Y 070 I o
aight hours of annual training (Employee #4, #5
and #8),
Severity: 2 Scope: 2
Y 103 , - v 0 A Empapee #1 Zricp TH 1t [ procsss
B 449.200(1)(d) Peraonnel File - NAC 441A 03 e A B £ e T8 b
E i coppof .3 obtoed
NAC 449.200 s
1. Except as otherwise provided in subsaction 2, :
a separste psrsonnel file must be kept for each %_Tha el i rekew o) empigee |
mernbel;, of ::u: stg; of a facllity aerLd must include: &T,‘;.';‘.'..':‘;.‘.}E'w o
{d) The health certificates required pursuant to prasdedd 4
chapter 441A of NAC for the emplayee. ' A s e okwear it ity
C Lo
This Regulation Is not met as evidenced by: '
Based on record review on 5/12/09, the facliity
failed to ensure that & of 10 employees complied
with NAC 441A.375 regarding tuberculosie testing
(Employse #1, #2, #3, #4 and #7),
Severity: 2 Scope: 3 .
105y A, Eniphoyey 7 ne-fid fimger wriats B1AW),
Y 105 449.200(1)(f) Personnel Flle - Background Check | Y 105 ety o TMLA 0l vl a b retarle
S8k 1 gy Latetatt fesponerte the gy, Beverml
NAC 449,200 qummw ||
1. Except as otherwigse provided in subsaction 2, S . ': ', kol b '
a separate personnel file must be kept for each Eusioes B, A cempictsempbe
member of the staff of a facility and must include: hcreusd s e ompl
(f) Evidence of compliance with NRS 449,176 to Pl e ity
449,188, Inclusive. Aione vt the Advikiraee to e
Sure we et complinses,
. 43008
This Regulation is not met as evidenced by:
Based on record review on 5/12/09, the facillty

jeficlencies are clted, an approved plan of correction must be retumed within 10 days after recelpt of this statement of deficlencles.
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Y 105( Continued From page 2 Y 105
failed to ensure 3 of 10 caregivers met
background check requirements (Employee #2,
#5 and #8).
Severity: 2 Scope: 2 .
Y 106 449.200(2)(a) Personnel File - 1st aid & CPR Y 106 YI06  A. Employee 42 bad CPR/First Aid Class
§S=F Found copy in file see attachment 61
o et
L #9 no longer emploved.
NAC 449.200 ‘ et TH
2. The personnel file for a caregiver of a B. Every emplayee wil) attend First Aid/CPR classes and
residential facility must include, in addition to the eraain surreat. Personsel Records Checklist will be n place
information required pursuant to subsection 1, Clusses & Busineas Office Maaager il will schedul
{(a) A certificate stating that the caregiver is
currently certified to perform first aid and G esuo
cardiopulmonary resuscitation.
This Regulation is not met as evidenced by:
Based on record review on 5/12/09, the facility
failed to ensure that 6 of 10 caregivers were
trained in first aid (Employee #2, #4, #5, #8, #9
and #10).
Severity, 2 Scope: 3
ty P Y72
. . A.  The two outside commercial
Y 172| 449.209(2) Health and Sanitation-Outside Y 172 Garbage containers have been lp C‘
s8=C garbage Re- positioned to ensure the
Lids close completely. %
NAC 449.209
2. Containers used to store garbage outside of ‘
the facility must be kept reasonably clean and > ::'-:: ll:;:;ﬂ::’niilz:r;:::::o‘:’n:ill moaitor to
must be covered in guch a manner that rodents Ensure lids are always closed to b in
are unable to get inside the containers. At least Compliance.
once each week, the containers must be emptied
and the contents of the containers must be C si309

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 172| Continued From page 3 Y172
removed from the premises of the facility.
This Regulation is not met as evidenced by:
Based on observation and interview on 5/12/09,
the facility failed to ensure the lids aftached to the
2 of 2 outside commercial garbage containers
were used by staff to cover the containers.
Severity: 1 Scope: 3
Y 174 449.209(4)(a) Health and Sanitatio-Offensive Y174 |y A Smialocmemmee oty SEnm e,
§8=D odors ‘Advised us 10 flush every two weels

B. Miaintesance Deain Flush Schedule in place é /?

Twice monthly continnousty.

N T the axte Naiminance diescto sl ot e
4, To the extent practicable, the premises of the Administr 'DS‘
facility must be kept free from: S

{(a) Offensive odors.

This Regulation is not met as evidenced by:
Based on observation and interview on 5/12/08,
the facility failed to ensure the facility was free
from offensive odors. There was a strong sewer
odor noted on entry to the facility and in the
northeast to east first level hailways.

Severity: 2 Scope: 1

SYSZSDS 449.217(6)(a)(b) Permits - Comply with NAC 446 | Y 255

NAC 449.217

6. A residential facility with more than 10
residents must:

(a) Comply with the standards prescribed in
chapter 446 of NAC.

(b) Obtain the necessary permits from the Bureau

if deficiencies are cited, an approved plan of correction must be relurned within 10 days after receipt of this statement of deficiencies.
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Y 693| 449.2712(2) Oxygen-Caregiver monitor resident
SS=E| ability

X 1D SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 255 | Continued From page 4 Y255 w5 A Two new custom cutting boards were ¢ /
of Health Protection Services of the Division. Ordured 5/22/09. Copy of racelpt of order Q
and check attached. The facllity has put into place
a cleaning schedule to ensure equipment In kitchan
are clean, Attachrment
% ™ha Dietary statfwit ollow the cleaning schedls
Dally. The coaks will follaw this schedule and the servers.
The Diatary Director is assigned to monitor stafi to ensura
The schedule Is followed,
This Regulation is not met as evidenced by: :
| Based on observation, the facility failed to ensure ¢ 5/28/09
i the kitchen cutting board, splash surface of
i mixer, dry food storage bins, hood filters, fryer
| cabinet and cooks line reach were kept clean.
Severity: 2 Scope: 1
' ' ¥35 ublic
Y 356/ 449.222(6) Bathrooms and Toilet Facilities Y 356 " A Publcratroom located cross rom soom 101 1 loor 4/?
$8=D, Slida bolt lock removed an 5/13/09,
NAC 449.222 %
6. Bathroom doors that are equipped with locks .
must open with a single motion from the inside " Allbathroom doors Inspected and are equipped with focks
without the use of a kgy. If a key is required to that open With 2 slngle mation from the inside without the uss of & key,
open a lock from outside the bathroom, the key Maintenance drector
must be readily available at all times. v
¢ s/1afoy
This Regulation is not met as evidenced by:
Based on observation and interview on 5/12/08,
the public bathroom located across from room
101 had a slide bolt lock installed at the top inside
corner of the door.
|
Severity: 2 Scope: 1
Y 693

—_——— .

STATE FORM
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Y 693 i Y 693
Continued From page 5 v n s / q
Caregivers witl monltor the residents abllty to aperate

NAC 449.2712

2. The caregivers employed by a residential
facility with a resident who requires the use of
oxygen shall:

(a) Monitor the ability of the resident to operate
the equipment in accordance with the orders of a
physician.

(b} Ensure That:

(1) The resident's physician evaluates
periodically the condition of the resident which
necessitates his use of oxygen;

(2) Signs which prohibit smoking and notify
persons that oxygen is in use are posted in areas
of the facility in which oxygen is in use or is being
stored;

(3) Persons do not smoke in those areas
where smoking is prohibited;

(4) All electrical equipmient is inspected for
defects which may cause sparks.

{5) All oxygen tanks kept in the facility are
secured in a stand or to a wall;

(8) The equipment used to administer oxygen
is in good working condition;

(7) A portable unit for the administration of
oxygen in the event of a power outage is present
in the facility at all times when a resident who
requires oxygen is present in the facility, and

{8) The equipment used to administer oxygen
is removed from the facility when it is no longer
needed by the resident

the squipmant with the orders of a physidian.

3

Na Smoking Oxygen Slgns are postad on all apartments doors for rasident

Raut the physician will evaluate the resident’s

Condition changes.

That is on oxygen. SIgns posted in areas which ouygen Is in use or being stored.

Smoking in designated areas outside the conmunity, Resident signa

Ing pollcy on lon, See hed

Malntenance director will inspect electrical equipmant for defects

Oxygen usage list prapared, Racks/stands are in place for all residents
With oxygen tanks. See attachment

Oxygen panies will t. Wil ensure aquipment Is In good working

Condhion.

Two portable units purchased for each floor. Complate E systems in the evint of 3 power outags

Attachment

As residents no longer need oxygen equipment it will be returned to provider in a timely mannes

Smoking Policy In place , Oxygen usage list in place, No Smaking Oxygen Signs on all areas where

and RNwill ftor 1o ensure

Oxygen |5 in use or stored.

5/28/09

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies,
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Y 693 | Continued From page 6 Y 693
This Regulation is not met as evidenced by:
Based on observation on 5/12/09, the facility
failed to secure oxygen tanks in a rack or {o the
wall in all resident rooms and other rooms where
oxygen tanks were stored.
Severity: 2 Scope: 2
Y 876 440.2742(4) NRS 449.037 Y 876 Y78 A Resident A7, 45, K10, 412, 14, & 817
§S=E NAC 446.2742 A3 of 8/5/0% roush prior toad of Digonin will be semaoved from MAR
4. Except as otherwise provided in this ::'m'""wmm’ ckererse cimed
subsection, a caregiver shall assist in the et ;l
administration of medication to a resident if the To discantinue srdis, i order b 0 b continued War wAlbe clarified @
resident needs the caregiver's assistance. A for staff 1o natity MD or RN
caregiver may assist the ultimate user of ot to with hoklig Heart o biood pressure madlcation. @3
controlled substances or dangerous drugs only if
the conditions prescribed in subsection 6 of NRS
449.037 are met. 8 Wehave updated the fUhimata User A sdded
To obtalh medlcations from house pt y if family doss not provide medications in a timely
manner, RN i3 sssigned to monl jon & Admin: r
This Regulation is not met as evidenced by: o )
Based on interview and record review on 5/12/09,
7 of 17 residents admitted by the facility required C - ehsfm
daily assessment of heart rate and/or blood
pressure prior to administration of medications
(Resident #7, #8, #10, #12, #14, #17); the facility
failed to ensure that an ultimate user agreement
was obtained for 2 of 17 residents.
Severity: 2 Scope: 2
Y 871'58 449,2742(6)(a)(1) Medication / Change order Y 878
8S=

NAC 449.2742
6. Except as otherwise provided in this

T deficiencies are cited, an approved plan of comection must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM
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NAC 4492742

7. If a resident refuses, or otherwise misses, and
administration of medication, a physician must be
notified within 12 hours after the dose is refused
or missed.

This Regulation is not met as evidenced by:
Based on record review and interview on 5/12/09,
the facility failed to ensure 3 of 17 resident
physician's were notified when the resident was
not given a medication due to low blood pressure

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Y 878 | Continued From page 7 Y 878 b /?
subsection, a medication prescribed by a 878
physician must be administered as prescribed by A R ity updated Uimate User Agrecneat. - ZE
the physician. If a physician orders a change in Agrecnent which slows te Facilty 10 order mlientions
the amount or times medication is to be provided Ay hen they are aot promptly
admmlStered .to a I'eSldentE .. ! Residenti’s Home Health documentation regarding
(a) The caregiver responsible for assisting in the Blood sugars during periods whea Metorvin
administration of the medication shall: Resident #9 Resident care preveative Event
(1) Comply with the order Cogardiog falls during time blood pressure med not
B.  Staffhas been educated 1o report to RN
‘When they have difficulty obtaining medications.
RN will monitor & follow up with family and
Pharmacy. Attachments
C. 630009
This Regulation is not met as evidenced by:
Based on record review and interview on 5/12/09,
the facility failed to ensure & of 17 residents
received their medications as ordered by their
physician because they were not available in the
facility. (Resident #8, #0, #10, #12, #17, #18)
Severity. 2 Scope: 2
Y 883 449.2742(7) Medication / Resident Refusal Y 883 V883 A Resident Missed or Refused Notification Form updated.,
88=D RN will educate all Medication Tech®

this form must
be used.. Attachments.

Education for staff not to holg medications without
Instroctions frem MD or RN..

'I_'he facility RN will monitor to ensure stafT is
Following instructions.

e/ q
<

C. 6/30/09

STATE FORM
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Y 883 | Continued From page 8 Y 883
or heart rate. (Resident #12, #17, and #18)
Severity: 2 Scope: 1
Y 897 449.2744(1)(b)}(3) Medication / MAR Y 897 V897
$8=D A . Resident missed or refused medication notification form
Updated. Stafl education regarding documentation
on MAR and resident records each time 2 medication
NAC 449.2744 is not given for any reason.
1. The administrator of a residential facility that
provides assistance to residents in the B. Ongoing stal education regarding importance
administration of medication shall maintain: Maintaining resident medication supply and
(b) A record of the medication administered to w8 meds as ordered. The facility RN
each resident. The record must include: i monitor MAR and council staff as necded.
(3) The date and time that a resident refuses,
or otherwise misses, an administration of C. 630 le ﬁ
medication. ¢ 63009 E
This Regulation is not met as evidenced by:
Based on record review and interview on 5/12/09,
the facility failed to document on the medication
administration record (MAR) each time 4 of 17
residents missed a dose of medication (Resident
#7, #8, #9 and #10)
Severity: 2 Scope; 1
Y 920 449.2748(1) Medication Storage Y 920
88=D
NAC 449.2748
1. Medication, including, without limitation, any
over-the-counter medication,
stored at a residential
facitity must be stored in a locked
area that is cool and dry. The
caregivers employed by the facility

STATE FORM

ORLOM
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Y 920 Continued From page 9 Y 920

| Y920 A. Medication Storage

| shall ensure that any medication or New Self Medication user form developed for
medical or diagnostic equipment that All residents that are self medicating.

| may be misused or appropriated by a

resident or any other unauthorized B. Al residents self medication will sign new agreement.

person is protected. Medication for Residents moving into facility will also sign form.

| external use only must be keptin a Administrator and Marketing Director will ensure

| locked area separate from other Form is completed for compliance,.

medications. A resident who is capable L /

of administering medication to himself 9
without supervision may keep his

medication in his room if the C. 61509 g
medication is kept in a locked — e

container for which the facility has
been provided a key.

This Reguiation is not met as evidenced by:
Based on observation and interview on 5/13/09,
the facility did not ensure 2 of 14 residents who

| self-administered their medications stored the

| medications in the provided locked drawers or by

| locking the doors to their rcoms.

| Severity: 2 Scope: 1

Y 923 449.2748(3)(b) Medication Container Y 923 Y923 A, Resident #11 was scif medicatiag. On $/12009 order rectived fram MD
S=E She can no longer seif medicate. Worked with family and resident.
All medications have been removed from apartment. And stall
Now administers.
ot o o e e s b et / 1
| atainer until administered.
| NAC 449.2748
. , B. RN provided education f . . .
3. Medication, including, without limitation, any L melcadon ot e s, R ringrendrement 'p%
over-the-counter medication or dietary :o';ir':;';;v re dispensing medications o casure this s done
supplement, must be:
(b) Kept in its original container until it is C 50m

administered.

f deficiencies are cited, an approved plan of correciion must be retumed within 10 days after receipt of this statement of deficiencles.
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NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(e) Evidence of compliance with the provisions of
chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
Based on record review on 5/12/09, the faclility
failed to ensure that 3 of 15 residents complied
with NAC 441A.380 regarding tuberculosis
(Resident #1, #2 and #7) which affected all
residents. .

| Severity: 2 Scope: 3

Resident #2 2step found in ﬁle‘
Resident #7 | step given per State
Surveyor instructions.

les will be audited for
RN will review afl
dents will have 2 Step

B. Al resident fi
TB compliance. I
TB records. Resi
Test completed before move. The N
Facility will give one step a.nnually.
Complete testing and monitor.

. 6/30/09
C’________.

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
Y 923| Continued From page 10 Y 923
This Regulation is not met as evidenced by:
Based on observation on 5/12/09, the facility
failed to keep medications belonging to 5 of 20
residents in their original container (Resident #7
and #11 in the sample) and 3 residents not in the
sample. The medications were being set up in
cups prior to the administration time.
Severity: 2 Scope: 1
Y 936| 449.2749(1)(e) Resident file Y 936 "« ident File
SS=F Y936 A B esident #1 2 Step TB campleted

STATE FORM

ase

f deficiencies are ciled, an approved plan of correction must be refurned within 10 days after receipt of this statement of deficiencies.
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¥1010| Continued From page 11 Y1010 Voo
A E u
Y1010 449.2764 ( 1) Mi Training Y1010 ::ﬂzmw th:d led for Mental llloess course
- ployee #5 & teted Mea
SS=F Training Jmmfss« aiuel-mneu ol iness

NAC 448.2764

1. A person who provides care for a resident of a
residential facility for persons with mental
illnesses shall, within 60 days after he becomes
employed at the facility, attend not less than 8
hours of training concerning care for residents
who are suffering from mental ilinesses.

This Regulation is not met as evidenced by:
Based on interview and record review on 5/12/09,
the facility failed to ensure not less than 8 hours
of training concerning care for residents who are
suffering from mental illnesses was received
within the first 60 days of employment for 3 of 4
employees hired in the last 12 months (Employee
#4, #5 and #3).

This was a repeat deficiency from the 6/7/08
annual State Licensure survey.

Scope: 2 Severity: 3

B. Al current employees are scheduled for M.
Course on either 672009, 6/449, 6/24!09.2!25:;;" finess

See attachments,  All new employees will be scheduled and complete

Mental lbncss training within 60 days of b
will schedule training and Admini at wl:l'le Bl!slncr::rofﬂce_l.\huager

o7
2

C. 630109

STATE FORM
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